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Cancer Treatment Plan and Budget  
 

Name of Organization/Entity applying for Grant:  ___________Your County Health Department________________________ 

 

Patient Name:  ______Jane Doe____________________________  Date of Birth: __________01/01/1943____________  

 

Diagnosis: __Right Ovarian Mass___________________________    Date of Diagnosis: ______08/07/2008____________ 

 

Comments: __Rule-out ovarian cancer, has finding suggestive of ovarian cancer and needs to obtain  diagnosis.______________ 

 

_______________________________________________________________________________________________________ 

 

Treatment Plan from  _09/2008__  to   _01/2009__  Primary Treating Physician’s Name: ________Dr. Dolittle_____________ 

   (date)        (date) 

 

 

Procedure and Frequency of Treatment Date 

Anticipated 

Estimated Costs  Basis for costs 

(Medicaid rate, HSCRC-regulated 

rate, or MHIP rate) 

Pelvic and transvag ultrasound 09/2008 562 HSCRC 

Xray interpretation 09/2008 116 Medicaid 

Lab: CA 125 09/2008 66 HSCRC 

Gyn oncology consult 10/2008 149 Medicaid 

CT pelvis and abd 10/2008 1000 HSCRC 

Rad reading of ct 10/2008 452 Medicaid 

Exploratory lap, tumor debulking 10/2008 2122 Medicaid 

Anesthesia 11/2008 200 Medicaid 

Inpatient pharmacy 11/2008 500 HSCRC 



Sample E 

 

Form DHMH 4684 (Revised 03/31/2013) 

Inpatient lab 11/2008 1000 HSCRC 

Hospital room x 2 days 11/2008 3000 HSCRC 

OR x 2 hours 11/2008 3000 HSCRC 

Inpatient surgeon visit 11/2008 50 HSCRC 

Outpatient pharmacy 12/2008-08/2009 1000 Medicaid 

Outpatient lab 12/2008-08/2009 500 Medicaid 

Outpatient medical onc consult 12/2008 588 Medicaid 

Chemo 01/2009 5695 Medicaid 

Follow up medical onc consult    

Sub Total for Treatment  20000  

Indirect costs 

(Maximum of 7%) 

 $1400  

Total Requested 

(Treatment + Indirect) 

 $21,400  

 


